Marco Scarci, MD, FRCS(Eng), FCCP, FACS, and Federico Raveglia, MD Central MessageInsidious diagnosis and high fatality rate of COVID-19 require special management of patients referred to thoracic surgery. Maximum in clinical surveillance and preoperative selection are mandatory. See Article page 585.

The rapid spread of the coronavirus disease 2019 (COVID-19) pandemic in the north of Italy at the end of February 2020 has taken the local health care system by surprise because of the exponential increase in the number of daily cases and sheer number of those needing admission to intensive care units.[@bib1] In the emergency, with hospitals\' services being reconfigured, thoracic surgeons still tried to maintain a more or less regular operating schedule amid uncertainties regarding the safety of the patients and health care operators.[@bib2] ^,^ [@bib3] Although China was ahead of us in terms of experience, there were no data available regarding thoracic surgery and the potential postoperative increase in morbidity and mortality.

The first meaningful evidence emerging from this study is the proportion of severe and critical disease between thoracic surgery patients and the whole COVID population, which was 27.3% and 36.4% versus 2% and 13.8%, respectively, strongly suggesting the possibility that surgery, in itself, can negatively affect outcomes. These data seem to be consistent with general surgery.[@bib4] ^,^ [@bib5]

In the present issue of the *Journal*, Peng and colleagues[@bib6] are to be congratulated as they focus on identifying the diagnostic challenges in the early postoperative management of patients diagnosed with COVID-19. The most important alert is that, in addition to its variable incubation period, signs and symptoms of infection often coincide with normal postoperative ones, making realistic a delay of about 8 and 4 days for suspicion of viral pneumonia and confirmed diagnosis. It should be particularly emphasized that 5 of 11 cases had misdiagnosis at first postoperative computed tomography scan.[@bib7] ^,^ [@bib8] This implies delays in treatment and greater risk of spreading the infection. We observed a similar pattern, and negative outcomes, in our patients. All thoracic surgeons should be aware that the virus is present in the community way before the official confirmation from health care authorities; thus, vigilance is mandatory.

Another important point addressed is the attempt to identify prognostic factors. The main problem remains the relatively poor specificity of blood count and clinical biochemistry changes. On the contrary, significance of the number of resected segments, if confirmed, could be a very precious indicator. Although anatomical lung resections are still the gold standard for tumors larger than 2 cm, one wonders if, in the period of pandemic, a risk-comparison between cancer recurrence versus increased mortality due to COVID-19 infection is appropriate and if wedge resection should be considered.

These postoperative prognostic factors could be helpful in promptly identifying patients at greater risk and rapidly escalate treatments such as pre-emptive intensive care unit admission.

This article has certainly the merit to raise awareness of the problem among the thoracic surgical community; unfortunately, the small sample size and the heterogeneity of surgical interventions (lung and esophageal cancer, non-malignant diseases) weakens the recommendations that can be drawn.

Therefore, although the data presented here are not conclusive, they help to set the basis for a multicentric case series, with identification, on a larger sample, of pre- and postoperative prognostic factors that can help surgeons to make the right decisions in this difficult scenario.
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